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INTRODUCTION:  Elastoﬁbroma  dorsi(EFD)  is slow-growing,  benign,  soft  tissue  tumor  of unclear  patho-
genesis,  typically  located  at the  subscapular  region  of elderly  people.  It may  be  unilateral  or  bilateral.
As  it  exhibits  benign  behavior,  it  should  be surgically  removed  only  in  symptomatic  patients.  Magnetic
resonance  imaging  (MRI)  is a useful  tool  for assessment  of EFD and  can  potentially  help avoid  the  need
for  unnecessary  biopsy  and  surgery.
PRESENTATION  OF  CASE:  A 62-year-old  woman  presented  with  2 years  complaint  of back  pain,  particularly
aggravated  with  shoulder  movements  and  swelling  with  bilateral  elastoﬁbroma  dorsi.  Both  masses  were
totally excised  with  bilateral  posterolateral  subscapular  incision.  Symptoms  were  completely  controlled
and  signiﬁcant  discomfort  from  the surgical  procedure  was  completely  resolved  with  in  a  few  weeks
interval  from  the  operation.
DISCUSSION:  The  pathogenesis  of the  EFD  still  remains  unclear.  Elastoﬁbroma  dorsi has  an  unspeciﬁc
clinical  presentation  and  can  be  confused  with  other  tumors  of  the periscapular  region  Imaging  studies
are  useful  for  diagnosis.
CONCLUSION:  Elastoﬁbroma  dorsi  is  benign  soft  tissue  tumor  mostly  observed  in the  subscapular  regions
of  elderly  female  patients.  The  surgery  is indicated  in  symptomatic  cases  and  must  be  conﬁned  to simple
excision  of  the  lesion.
.  Pub
he  CC©  2014  The  Authors
access  article  under  t
. Introduction
Elastoﬁbroma dorsi (EFD) is a slow growing, noncapsulated,
enign, solid, and soft tissue tumor with no well-deﬁned bound-
ries, which is often observed in the subscapular region on the
horax wall.1 Jarvi and Saxen ﬁrst described the condition in 1961.2
lthough its etiology is still under debate, it is considered that its
evelopment may  be inﬂuenced by continued mechanical friction
etween the lower part of the scapula and the ribs and even by a
ertain genetic component.3
An EFD prevalence rises to 24% and is often observed among
omen in the fourth to sixth decades.3,4 Although the EFD is usu-
lly unilateral, it is bilateral in 30% of the cases.4 It usually manifests
s a palpable lump with pain on mobilization of the shoulder. Ultra-
ound, magnetic resonance imaging (MRI), and computed tomogra-
hy (CT) are useful for diagnosis,5,6 and the common recommended
reatment method for EFD is total surgical excision. The differential
iagnosis includes other benign tumors and neoplasias.7
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2. Case presentation
A 62-year-old woman presented with 2 years complaint of
back pain, particularly aggravated with shoulder movements and
swelling under the left scapula. Her laboratory tests were within
normal limits and no signiﬁcant medical history. Her physical
examination revealed a palpable mass in the right infrascapular
region of approximately 7 cm × 5 cm in the neutral position. The
detection of a second mass in the right subscapular region was
made by thoracic CT, and the arm was re-examined in hyper-
abduction. The second mass was  approximately 5 cm × 5 cm and
was detected on the right. Her thoracic MRI  examination revealed
noncapsulated and ovoid masses of 7 cm × 5 cm × 4 cm on the left
and 5 cm × 5 cm × 4 cm on the right side in the subscapular region
between the rhomboid and latissimus dorsi muscle groups, which
were isointense with the surrounding muscle tissues and contained
linear hyperintense areas in its internal structure (Fıg. 1). Under
general anesthesia, both masses were totally excised with bilat-
eral posterolateral subscapular incision with the patient lying in
the prone position and with slightly abducted arm (Fıg. 2). The
masses were macroscopically noncapsulated, irregular and rubber-
like (Fig. 3). Symptoms were completely controlled and signiﬁcant
s Ltd. This is an open access article under the CC BY-NC-ND license
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Fig. 1. (A) Computed tomography scan shows elastoﬁbroma typical placement of
bilateral periscapuler region. Axial T1-weighted MR images: (B) axial T-2 weighted
MR  images. (C) Magnetic resonance scan of both mass with striated appearance
and multiple linear septae of alternating high and low signal intensity due to the
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Fig. 2. The typical location for bilateral elastoﬁbroma dorsi in prone position and
with slightly abducted arm.nterlacing of linear streaks of fat.
iscomfort from the surgical procedure was completely resolved
ith in a few weeks interval from the operation. During the
-month postoperative follow-up, no complications, no local recur-
ence, and no restrained shoulder movements were identiﬁed. The
istopathologic examination was reported as elastoﬁbroma.Fig. 3. Macroscopic appearance of surgical specimen.
3. Discussion
Elastoﬁbroma dorsi is a relatively uncommon benign lesion of
the connective tissue of the chest wall, ﬁrst described in 1961.1,2
Although originally considered a very rare occurrence, recent
autopsy studies reported an incidence of 13 to 17% and, in subjects
over 60 years of age up to 24%.3,4
The pathogenesis of the EFD still remains unclear. It has been
suggested that repetitive microtrauma by friction between the
lower part of the scapula and the thoracic wall may  cause the
reactive hyperproliferation of ﬁbroblastic tissue.1–3 Although this
view has been supported by the higher EFD prevalence particularly
among individuals who work at hard manual labor, the EFD may
also be observed in those who  have never worked in hard man-
ual labor jobs and in different locations. Detection of new cases in
different regions has led to hypotheses, such as reactive ﬁbromato-
sis, degeneration due to vascular deﬁciency, elastotic degeneration,
genetic disposition, hereditary enzymatic defect, or systematic
involvement.8–10 Perhaps, multiple factors might account for the
etiopathogenesis. Karakurt et al.11 reported 16 case with EFD. In
this study 6 patients were manual laborers. A new EFD on the con-
tralateral side developed in 2 of these patients at the follow-up.
Our patient had no ﬁndings that suggested a genetic disposition or
enzyme defect, and no history of working with muscle force.
Although usually unilateral, the EFD is bilateral in 10% of
the cases and is mostly common located at the inferior pole of
the scapula deep to the serratus anterior and latissimus dorsi
muscles,12 but in very rare occasion s (<1% of patients), EFD can
also be found in other sites. Elastoﬁbroma dorsi is most frequently
seen in older women, with a reported female:male ratio of 5/1 and a
mean age at diagnosis of 65–70 years.13 Our case was a 62-year-old
female with bilateral EFD.
Pain is the most common clinical complaint; however, shoulder
pain can be in almost all patients. Additionally EFD has an unspeciﬁc
clinical presentation and can be confused with other tumors of the
periscapular region.14 A good physical examination can detect the
mass under the scapula, with 50% of cases being asymptomatic or
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aving mild complaints. There may  be limitations in the motions
f the upper extremities. Elastoﬁbroma dorsi do not adhere to the
kin and can easily be palpated on the thoracic wall. The scapula
ay  sometimes mask the lesion. When both arms of the patient are
trongly pulled forward and the body is bent forward at an angle of
0◦–15◦, the lesion becomes more evident.
Imaging studies are useful for diagnosis. An ultrasound shows in
he echogenic ﬁbroblastic background a mass that contains a lipid
issue in the form of scattered linear and curvilinear hypoechoic
ines, and a multilayered appearance is characteristic of the EFD.15
However it is not always typically heterogeneous soft tissue
ass form and may  not be able to make the distinction with the
asses which contains lipoma, ﬁbroma, hemangioma, as well as
ther soft tissue sarcomas, and metastases. The CT scan reveals a
eterogeneous soft tissue mass with muscular density, which con-
ains low-density linear areas depending on the lipid tissue.15 It is
ard to discriminate it from the surrounding muscles. Computed
omography scan diagnostic in cases where a typical placement
f bilateral periscapuler region. However, the sensitivity of MRI
s higher than unilateral lesions. The MRI, with its multiplanar
apabilities and high contrast resolution, is a useful tool to charac-
erize EFD location, size, composition, and structural relation with
djacent tissues and may  help prevent an unnecessary biopsy.16
agnetic resonance imaging demonstrating two  masses that
ppeared hypo-/hyper-intense structures in T1 and T2 weighted
mages. On images acquired after contrast injection, both masses
isplayed enhancement, which was more evident on the left.
Excision of asymptomatic EFD lesions is not necessary because
alignant transformation has never been described.17 Magnetic
esonance imaging and CT is a useful for diagnosis of EFD and can
otentially help avoid the need for unnecessary biopsy and surgery.
urgical excision is indicated in symptomatic patients. Unnecessary
arge and radical resections should be avoided in such patients as
arginal resections would be enough.18
Radiotherapy may  be an option particularly in unresectable
ases due to their localizations.17,18 Postoperative wound drainage
nd a compression garment are recommended, as well as shoulder
mmobilization for 1 week to reduce post operative seroma.17,18
Nagamine et al.19 reported 1 case with recurrence in their
70-patient series. Briccoli et al.20 reported 1 patient with ED
ho had a second lesion on the other side 2 years after surgi-
al resection. Tamimi Marin˜o et al.16 reported 10% recurrence rate
fter a mean post-surgical period of 47 months. Karakurt et al.11
bserved no recurrences in their 16 patient series. In our patient, we
otally excised the masses by bilateral subscapular incision. Having
ompleted her 6-month follow-up, our patient has exhibited no
hysical and radiologic ﬁndings in favor of recurrence.
. Conclusion
Elastoﬁbroma dorsi is benign soft tissue tumor mostly observed
n the subscapular regions of elderly female patients, the EFD
hould be considered in patients with chronic back pain. Magnetic
esonance imaging has a high sensitivity in the diagnosis of EFD and
ould avoid the need for biopsy. The surgery is indicated in symp-
omatic cases and must be conﬁned to simple excision of the lesion.onﬂict of interest
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